Ultrasound-guided transversus abdominis plane block
Editor-We read the article by El-Dawlatly and colleagues 1 with great interest. We were very surprised that they have called their ultrasound-guided technique of performing the transversus abdominis plane (TAP) block 'a new technique'. As mentioned in their study, the block has been described using ultrasound guidance in several reports 2 3 and a cadaveric study. 4 We have certainly described the exact approach for laparoscopic surgery in our case series.
5
There are also a few omissions we would like to highlight. We expected to find a comparison of pain scores at different times between both groups in the postoperative period which is a good indicator of the quality of the analgesia provided. There was also no mention of the impact the reduction in morphine consumption had on the side-effects associated with this particular surgery and augmented by the use of opioids, such as nausea and vomiting.
Our experience with the use of TAP blocks for laparoscopic cholecystectomy shows comparable opioid-sparing effects, although in our institution two of the ports used by the surgeons are placed in the supra-umbilical region which necessitates an additional subcostal injection to provide adequate analgesia.
K. Mukhtar* S. Singh Liverpool, UK *E-mail: karimmukhtar@gmail.com Editor-I thank Drs Mukhtar and Singh for their comments and agree that the technique of ultrasound TAP block has been described earlier; however, its use in laparoscopic cholecystectomy has not been reported. I also agree that scores for pain and nausea and vomiting assessment would be appropriate for our study. However, these are our initial results which address the efficacy of TAP block in laparoscopic surgery and we are involved in a subsequent large sample study which will address the issues raised. We believe that further studies are needed to evaluate optimal volumes for ultrasound-guided TAP block and pharmacokinetic data.
A. El-Dawlatly (on behalf of the authors)* Riyadh, Saudi Arabia *E-mail: dawlatly@ksu.edu.sa reported that intraosseous lidocaine provides effective analgesia in 84% of patients undergoing PV and the addition of i.v. boluses of propofol was required in about 10% of patients. Target-controlled infusions (TCI) of remifentanil in conscious sedation regimes is reported in other settings, 6 but conscious sedation with remifentanil infusion during the PV with local anaesthesia has not been evaluated. Our objectives were to evaluate the safety and efficacy of analgesia with intraosseous lidocaine associated with TCI remifentanil i.v. (ILR), compared with intraosseous lidocaine (IL) alone during PV for osteoporotic fractures.
After Institutional Ethical Board approval and obtaining written informed consent, 60 ASA physical status I-III adult patients undergoing PV for osteoporotic vertebral fractures were included in this double-blind placebocontrolled randomized clinical trial.
Patients were randomized into the IL or ILR group, and the neuroradiologist, anaesthetist, and physician who collected the data and the patients were blinded to the group assignment. The ILR group was treated by local injection of lidocaine 10 mg ml 21 then TCI remifentanil with an initial effect-site concentration of 1.5 ng ml 21 . Incremental changes of 0.5 ng ml 21 in the target effectsite concentration (a maximum of 2.5 ng ml
21
) were used to maintain a visual analogue scale (VAS) score ,4. If severe respiratory depression (Sp O 2 ,90% for .20 s) occurred, opioid infusion was decreased or stopped. The IL group was treated with the local injection of lidocaine and the continuous infusion of NaCl 0.9% solution. If a VAS .4 was registered, anaesthesia was considered 'insufficient' and sedation with propofol was given. Pain intensity was registered on a VAS 10.0 cm long and by a five-point verbal rating scale (VRS). A total of 60 patients (30 per group) were calculated to be necessary to find 15 mm of difference on mean VAS (a error¼0.05, power¼80%). The MannWhitney U-test was used to check differences between numeric variables and Fisher's exact test for categorical differences.
Groups were similar with regard to characteristics, haemodynamics, and surgery. Analgesic efficacy was superior in the ILR group during all PV procedures [VAS: trocar insertion: ILR 0.8 (1.0) vs IL 2.8 (1.6); trocar positioning: ILR 1.1 (1.6) vs IL 2.7 (1.8); cement injection: ILR 0.5 (1.2) vs IL 2.5 (2.0); all P,0.01]. Anaesthesia was 'insufficient' (VAS.4) in six (20%) cases in IL patients compared with one (3.3%) case in ILR patients (P¼0.1). Adverse effects were more frequent in the ILR group (five cases) than the IL group (one case), P¼0.2. Table 1 . VRS monitoring on groups. *Thirty patients in each group at baseline. One patient from the ILR group and six patients from the IL group were excluded from the further analysis because they were deeply sedated during the procedure for severe pain Verbal rating scale* No pain, n (%) Mild pain, n (%) Moderate pain, n (%) Severe pain, n (%) Very severe pain, n (%) P-value 
